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When does a patient have the right
to refuse lifesaving medical treatment?

Jay A. Nathanson

Wh hen patients need treat-
ment for a life-threatening
illness, they usually ac-

cept and follow a physician's advice.
However, an ethical dilemma can

arise if a patient refuses to do this.
The physician must then decide
whether to abide by the patient's
wishes, spend time negotiating and
trying to direct the patient toward an

acceptable treatment, or disregard
the refusal and proceed with the
treatment.

Does a right to refuse lifesaving
treatment exist? Who possesses this
right? And on what basis and under
what circumstances can this right be
overrdden?

Autonomy

Much of our concept of auton-

omy is based on the writings of Im-
manuel Kant,' who believed that
people must always be granted rights
as autonomous subjects. People
must be treated as ends in them-
selves and never as means to the
ends of others. Their capacity for
self-determination is all important,
for autonomy of the will is "the basis
of the dignity of the human." Kant
believed that the autonomy of man
was based on his rationality and that
all autonomous people were worthy
of respect. His moral theory is based
on the "categorical imperative":
"Act only on that maxim whereby
thou canst at the same time will that
it should become a universal law."
Therefore, for an action to be
morally acceptable, it must be right
for all similar people in similar cir-
cumstances.
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The principle of respect of au-
tonomy requires that freedom of ac-
tion should not be subjected to con-
trolling constraint by others. To
respect the autonomy of a person is
to recognize that the person is enti-
tled to determine his or her own des-
tiny.'

In the essay On Liberty, John
Stuart Mill championed the principle
of respect for autonomy over all oth-
ers: "The only part of the conduct of
any one, for which he is amenable to
society, is that which concerns oth-
ers. In the part which merely con-
cerns himself, his independence is,
of right, absolute. Over himself, over
his own body and mind, the individ-
ual is sovereign."

Beneficence

The principle of beneficence
can be expressed as four hierarchical
elements:

* one ought not to inflict evil or
harm (the principle of nonmalefi-
cence);

* one ought to prevent evil or
harm;

* one ought to remove evil or
harm;

* one ought to do good.
Therefore, the principle of

beneficence requires, at the very
least, that we refrain from deliber-
ately harming others. Also, we
should attempt to further the impor-
tant and legitimate interests of others
by preventing or removing possible
harm and by doing or promoting
good.4

Paternalism

The paternalism issue arises
when a patient refuses lifesaving
treatment recommended by a phys-
ician. In this situation, the principle
of respect for autonomy is in direct
conflict with the principle of benefi-
cence. Paternalism is ". . . the inter-
ference with a person's liberty of ac-
tion justified by reasons referring
exclusively to the welfare, good,
happiness, needs, interest, or values
of the person being coerced."`

Therefore, the essence of pater-
nalism is the intentional overriding
of the principle of respect for auton-
omy, based on the principle of
beneficence. Recently, the medical
and legal communities have wit-
nessed a shift in attitudes toward de-
cision making concerning patient
care. In the past, physicians deter-
mined appropriate treatment based
on what they believed was their pa-
tients' best interests. Hippocrates ad-
vocated a physician-patient relation-
ship of absolute paternalism:
"Perform [these duties] calmly and
adroitly, concealing most things
from the patient while you are at-
tending to him. Give necessary or-
ders with cheerfulness and sincerity,
turning his attention away from what
is being done to him; sometimes re-
prove sharply and emphatically, and
sometimes comfort with solicitude
and attention, revealing nothing of
the patient's future or present con-
dition."`

Hippocrates thought the phys-
ician's primary duty was to the pa-
tient's physical well-being, and the
patient was assigned a completely
passive role. However, Hippocrates
disregarded the autonomous pa-
tient's capacity for self-determina-
tion. This significant ethical short-
coming means his theory of patient
care is both outdated and ethically
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unacceptable. Today, the emphasis is
on respecting the patient's right to
self-determination and capacity for
autonomous action.

The role of competence

In a medical and legal setting,
patients' competence ultimately de-
termines their right to behave au-
tonomously. Several approaches to
determining competence have been
suggested.7 The "outcome ap-
proach" determines competence
based on the patient's ability to
make decisions that reflect commu-
nity values. The "status approach"
focuses on the patient's physical or
mental status. The "functioning ap-
proach" is based on the patient's
ability to function in decision-mak-
ing situations.

In this situation, the patient's
ability to make decisions is para-
mount. Therefore, the functioning
approach is the most applicable
when determining a patient's compe-
tence to refuse lifesaving treatment.
Using the functioning approach, we
can establish four increasingly strict
criteria that must be met if a patient
is to be considered competent ca-
pable of autonomous behaviour.

* Free action- A person must
be capable of action that is inten-
tional, completely voluntary and not
the result of coercion, duress or un-
due influence.

* Authenticity - One must be
capable of action that is consistent
with one's values, attitudes and life
plans. In other words, the person
must be acting in character or "au-
thentically." For an action to be con-
sidered "unauthentic" it must be un-
expected or unusual, no explanation
is made in advance, and it must be
important in itself or in its conse-
quences. If no explanation is given
for an action, the action may not be
one the person genuinely wants to
make.

* Effective deliberation A
person must realize that a decision
has to be made, be aware of the al-
ternatives and their consequences.
and be able to make an informed de-
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cision based on an informed evalua-
tion. For a decision to be effective it
must not be based on ignorance or
nonrational weighting of alterna-
tives.

* Moral reflection- One must
be able to reflect on a set of moral
values, accept them and act on them.
The person must be capable of rigor-
ous self-analysis, awareness of alter-
native sets of values, commitment to
a method of assessing them, and an
ability to put them in place.8 This
criterion differs from the others in
that moral reflection requires ques-
tioning of the values on which a de-
cision is based.

To be considered competent, a
patient should show the capacity for
at least the first three criteria: free
action, authenticity and, most impor-
tant, effective deliberation. Moral
reflection, the most stringent of the
four criteria, is difficult to assess in a
clinical setting. Therefore, if patients
exhibit only the capacity for free ac-
tion, this criterion is not enough to
judge them competent. If patients
show the capacity for free action as
well as authenticity, but clearly are
incapable of effective deliberation
(or moral reasoning), they will also
be judged incompetent.

The right to refuse lifesaving
treatment

Currently, competent patients
have the right to refuse lifesaving
treatment based on the principle of
respect for autonomy. The crux of
this autonomy-centred approach is
that maintenance of the patient's
well-being or protection from harm
is not enough to justify paternalistic
action.9 Consequently, once patients
exhibit the capacity for autonomous
behaviour, they have absolute con-
trol with respect to treatment. This is
true even if the physician considers
the choices made foolish, and even if
the refusal of treatment will result in
serious harm or death. Mill3 empha-
sized this autonomy-centred ideal:
". . . the only purpose for which
power can be rightfully exercised
over any member of a civilized com-

munity, against his will, is to prevent
harm to others. His own good, either
physical or moral, is not sufficient
warrant."

The patient has the final word
as to the course of action treatment
will take. Any intervention by the
physician must not go beyond vig-
orous persuasion. The only justi-
fied reason for denying an au-
tonomous patient the right to
refuse treatment is if the patient's
decision will result in harm or
death to others.

Why the strict and unyielding
emphasis on autonomy? The ca-
pacity for autonomous actions is
the distinctive characteristic of
humans and makes them objects
of moral respect. Therefore, ac-
cording to the current approach on
refusal of treatment, to violate the
autonomy of a competent person
through paternalism is morally
impermissible regardless of the
circumstances. This is emphasized
by Mill's3 observation that pater-
nalistic interventions are
"grounded on general presump-
tions, which may be altogether
wrong, and even if right, are as
likely as not to be misapplied to
individual cases."

The importance of
beneficence

This approach to the refusal of
lifesaving treatment occupies a
middle ground between the ab-
solute paternalism of Hippocrates
and the previously discussed auton-
omy-centred approach. Conse-
quently, it has sometimes been re-
ferred to as the holistic approach.9
Under it, the physician must bal-
ance the competence of the patient
against the degree of harm that
could be prevented by acting pater-
nalistically. Therefore, paternalism
is sometimes justified for compe-
tent patients if adherence to their
wishes would result in serious
physical harm. This approach al-
lows the physician's concern for
the patient to play a role in deter-
mining treatment.

Discussion

Both the autonomy-oriented
and holistic approaches agree that if
the patient is fully competent his
wishes should be respected. The
best-known example involves Jeho-
vah's Witnesses who refuse blood
transfusions. If the patient is consid-
ered competent, no treatment should
be given -the principle of respect
for autonomy overrules the principle
of beneficence.

Both theories agree that a pa-
tient who is declared incompetent
does not have the right to self-de-
termination with respect to treat-
ment.'0 In this case, the physician
may act paternalistically in order to
prevent harm. Because the patient is
incapable of autonomous behaviour,
the principle of beneficence is fol-
lowed rather than the principle of
respect for autonomy. However, the
physician must consider any previ-
ous requests with respect to treat-
ment that the patient made while
competent.

There is a crucial difference be-
tween irreversibly incompetent pa-
tients and those whose incompetence
is transient. In the case of temporary
cognitive disorders caused by delir-
ium related to intoxication, infection,
metabolic disorders, tumours, trauma,
medication, nutritional deficiencies,
extreme depression or anxiety," ef-
forts should be made to alleviate the
condition so that the patient can again
make autonomous decisions.

A conflict between the two ap-
proaches arises when patients are
considered "borderline incompe-
tent," or their competence is in ques-
tion. For instance, a patient may
meet the criteria for free action and
authenticity, but it is unclear whether
he is capable of effective delibera-
tion. A problem will arise if this bor-
derline-incompetent patient refuses
treatment. The autonomy-centred
approach maintains that this patient
should be presumed competent and
it is the physician's responsibility to
prove otherwise. Therefore, pater-
nalism is not morally permissible
and the patient has absolute control
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over his body. However, the holistic
approach asserts that if the patient is
borderline competent and much
harm can be prevented by paternalis-
tic action, paternalism is morally ac-
ceptable. If the refusal concerns a
high-benefit, low-risk treatment, the
presumption of competence can be
overruled by relatively weak ev-
idence of incompetence.

Proponents of the autonomy-
centred approach offer several rea-
sons why respect for a patient's au-
tonomy over all other
considerations is more pertinent
today than ever before. Today,
medical care has become increas-
ingly impersonal. Physicians are
much less likely to know their pa-
tients personally and, therefore,
cannot justifiably make decisions
based on patients' values. Conse-
quently, the patient, and only the
patient, must be in primary control
over any decision making regard-
ing treatment.

Although the autonomy-
based and holistic approaches
both provide advantages, I prefer
the holistic approach. It recog-
nizes not only the uniquely human
capacity for autonomous action
but also the uniquely human ca-
pacity for pain and suffering
especially emotional suffering. It
also considers the uniquely indi-
vidualistic nature of every case.
The holistic approach attempts to
balance the moral weight assigned
to preventing human suffering
(through the principle of benefi-
cence) against the moral weight
assigned to respect for personal
autonomy.

This approach also recognizes
that during an illness patients ex-
perience an existential crisis that im-
pairs their ability to resolve cogni-
tive, affective and social difficulties
without the assistance of others.'2
Therefore, according to this ap-
proach, the challenge facing the
medical community is to reform the
medical education system to produce
sympathetic and sensitive physicians
who can compassionately manage
the needs of their patients and have

experience dealing with ethical
dilemmas.

Perhaps the strongest argument
in favour of the holistic approach is
that it allows a physician to err on
the side of life and its quality when
the competence of a patient is in
question. The possible injustice of
violating the autonomy of a compe-
tent person is outweighed by the im-
morality of granting an incompetent
patient the right to refuse lifesaving
treatment.
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